: [432][433][434][435] duodeno jejunal and the ileo caecal junction is common due to intra-abdominal and intraluminal pressure changes during traumatogenesis.
What is known about this subject?
Left and right mesocolic hernias are common, while middle and transverse types are rare. A congenital middle mesocolic hernia without malrotation of the gut is a rare anomaly. Blunt injury trauma to the abdomen resulting in a rupture of the small intestine near the fixed loops like the
Background
Internal hernias may be either congenital or acquired. Their incidence has been reported to be one to two per cent. [1] [2] [3] [4] [5] [6] Among the congenital internal hernias, paraduodenal hernias are the most common type (53 per cent). [7] [8] [9] Paraduodenal hernia is often considered a misnomer and is referred to as a mesocolic hernia. 10 Seventy-five per cent of mesocolic hernias occur on the left, while 25 per cent occur on the right. [11] [12] [13] [14] Middle mesocolic hernia is a rare entity. 15 Thus far, only one or two incidents have been reported in the medical literature. Intestinal injury has been found in 5-16 per cent of blunt abdominal trauma. [16] [17] [18] In blunt abdominal trauma compression forces and deceleration forces play a role making relatively fixed loops of the small intestine like the duodeno jejunal and ileo caecal junctions. 19 In our case a loop of jejuno ileal junction presenting in the middle mesocolic hernia has suffered the brunt of attack due to its proximity to the assailing forces when compared to the duodeno jejunal and ileo caecal junctions, in addition to its relatively fixed location within the congenital middle mesocolic hernia.
to admission. Past history did not reveal any illness relating to intestinal issues suffered by the patient prior to this accidental blunt trauma. General examination revealed stable vitals. On examination the abdomen was distended with generalised guarding, liver dullness was obliterated, and shifting dullness was present. Provisional diagnosis of the hollow viscus perforation was made. A plain X-ray of the abdomen erect showed air under both domes of the diaphragm with fluid levels.
After routine investigations and correction of fluid and electrolyte imbalance, the patient was taken to the operating room for an emergency laparotomy under general anaesthesia. An upper midline abdominal incision was made. Intraoperative findings revealed 1500ml of faecal peritoneal fluid, due to a completely transected loop of the jejuno ileal junction presenting in the supracolic compartment through a congenital rent in the transverse mesocolon to the left of the middle colic artery ( Figure 1 ).
Figure 1: Transected loop of jejuno ileal junction in the supracolic compartment
There was no evidence of malrotation of the gut. All the infected peritoneal fluid was evacuated. The ruptured loop of the jejuno ileal junction was easily reduced back to the infracolic general peritoneal cavity. After reduction, the rent in the middle of the transverse mesocolon was inspected and found to be congenital in nature with thickened intact margins ( Figure 2 ). Primary end-to-end anastamosis of the small intestine was done along with closure of the defect in the transverse mesocolon with 1-0 vicryl. The abdomen was closed in layers with bilateral tube drains after thorough peritoneal toilette. The postoperative period was uneventful with the usual postoperative orders. He was discharged on the 11 th day post-operation. 
Discussion
Internal hernias are defined as herniation of a viscus, usually in the small bowel, through a normal or abnormal aperture within the peritoneal cavity. These hernias may be either congenital or acquired. The incidence of internal hernias has been reported to be one to two per cent. 1, 2 This herniation may be persistent or intermittent. An internal hernia is a rare cause of small bowel obstruction with a reported incidence of 0.2-0.9 per cent. 3 Pathologic defects of the mesentery and visceral peritoneum, which are caused by congenital mechanisms, may be associated with malrotation of the gut. 4 The acquired variety may occur following trauma, operation, and inflammation. 5, 6 Internal hernias are classified based on location, and the hernial orifice can be either congenital or acquired. The locations and relative frequencies of internal hernias are as follows: paraduodenal, 53 per cent; pericecal, 13 per cent; foramen of Winslow, 8 per cent; transmesenteric and transmesocolic, 8 per cent; pelvic and supravesical, 6 per cent; sigmoid mesocolon, 6 per cent; and transomental, 1-4 per cent. [7] [8] [9] Internal hernias are often misdiagnosed, because of their rarity, with subsequent significant morbidity. Paraduodenal hernia, the most common type, is often considered a misnomer and is referred to as a mesocolic hernia. 10 Seventy-five per cent of paraduodenal hernias occur on the left, while 25 per cent occur on the right. [11] [12] [13] The left mesocolic hernia originates at the fossa of Landzert, which is just lateral to the fourth segment of the duodenum and behind the inferior mesenteric vein (IMV) and ascending left colic artery. 14 The right mesocolic hernia protrudes into the ascending mesocolon, involving the fossa of Waldeyer, behind the superior mesenteric artery and inferior to the third portion of the duodenum, 13 is also known as the Marrakesh hernia.
Middle mesocolic hernias are very rare and congenital mesocolic hernias are extremely rare. 15 Congenital middle mesocolic hernias occur through a congenital rent in the middle portion of the transverse mesocolon to the left of the middle colic artery without malrotation of the gut as in our case. In the transverse congenital mesocolic hernia, the transverse colon is invaginated behind the superior mesenteric artery and the mesentery. The duodenum is anterior to the superior mesenteric artery.
Intestinal injury has been found in 5-16 per cent of patients undergoing laparotomy after blunt abdominal trauma. [16] [17] [18] Blunt injury to the intra-abdominal structures, mainly the hollow viscus, can be classified into two primary mechanisms-compression forces, and deceleration forces. 19 A third mechanism of crushing force is also suggested affecting mainly intra-abdominal solid organs in addition to compression forces and deceleration forces.
Complete transection of the small intestine especially at the relatively fixed points like the duodeno jejunal and the ileo caecal junctions are mainly due to compression forces and deceleration forces.
In our case, a loop of the jejuno ileal junction presenting in the middle mesocolic hernia has suffered the brunt of the attack due to its proximity to the assailing forces when compared to the duodeno jejunal and ileo caecal junctions, in addition to its relatively fixed location within the congenital middle mesocolic hernia. Preoperative diagnosis of the silent middle mesocolic hernia is not possible unless it is presenting with complications like intestinal obstruction, perforation, or gangrene either due to constricting the neck of the sac, or due to adhesions, or rarely due to trauma as in our case. Occasionally it might be an incidental finding in imaging modalities or laparotomy done for other reasons. Knowledge of all these forces and biomechanics is essential for early diagnosis and prompt, efficient management of such cases to reduce morbidity and mortality.
Conclusion
A congenital middle mesocolic hernia is very rare. It may be silent or it may present with complications of obstruction, strangulation, or gangrene in the intestine. Or it may even present as a rupture in the intestine due to blunt trauma in the abdomen, as in our case. A strong suspicion of the possibility of such a rare congenital anomaly and knowledge of biomechanics of blunt trauma to the abdomen is required for the surgeon to identify such an entity and institute prompt surgical intervention to reduce morbidity and mortality.
